Oropharyngeal Airway: The Orthodontist Perspective.
Dentofacial morphology can be altered by nasorespiratory obstruction depending on the magnitude, duration, and time of occurrence. More recent findings suggest that nasal-oral breathing per se is not necessarily harmful to craniofacial growth. However, in instances where the nasopharyngeal or oropharyngeal airspace is small, exaggerated postural responses in obligatory mouth breathers may be detrimental to craniofacial growth. Extended head posture which was observed in mouth breathers is found to influence the position of the mandible. Deviated nasal septum , allergies, chronic infection , hypertrophied inferior turbinates, adenoidal pad, and faucial tonsils hypertrophies are the common etiologicalfactors affecting the pharyngeal airway. The orthodontist will be the first clinician to attend the child to observe any change in the breathing pattern such as mouth breathing during examination or during the treatment. The cause of nasal obstruction in children can usually be determined by a thorough history and physical exam. The goals of the evaluation are to determine specific causes ofproblems, the severity of the obstruction, and the presence of associated medical complications. Rapid expansion exerts its effect by dilating the anterior nares, through the preferential expansion of the anteroinferior aspect of the nasal cavity. A mean decrease in nasal resistance has been demonstrated after surgical maxillary impaction. Airway can be evaluated by physical examination, functional examination, and different imaging techniques such as CT MR, cephalometry, acoustic reflection, nasal pharyngoscopy, and fluoroscopy. A multidisciplinary approach involving orthodontist, oral and maxillo facial surgeon, ENT surgeon, and sleep study researchers is needed for management.